Exploring the Impact of a New Intervention to Increase Participation of Frail Older Adults in Meaningful Leisure Activities by Provencher, Véronique & Levasseur, Mélanie

Exploring the Impact of a New Intervention to Increase
Participation of Frail Older Adults in Meaningful Leisure
Activities
V. Provenchera,b, H. Carbonneauc, M. Levasseura,b, V. Poulind, J. Filiatraulte,f,
D. Girouxg,h, and M. Filion-Trudeaug
aFaculty of Medicine and Health Sciences, School of Rehabilitation, Université de Sherbrooke, Sherbrooke,
QC, Canada; bCentre de recherche sur le vieillissement, Sherbrooke, Trois-Rivières, QC, Canada;
cDepartment of Studies in Leisure, Culture and Tourism, Université du Québec à Trois-Rivières, QC, Canada;
dCentre interdisciplinaire de recherche en réadaptation et intégration sociale, Québec City, QC, Canada;
eFaculty of Medicine, Department of Rehabilitation, Université de Montréal, Montrèal, QC, Canada; fCentre
de recherche de l’Institut universitaire de gériatrie deMontréal, Montrèal, QC, Canada; gFaculty of Medicine,
Department of Rehabilitation, Université Laval, Québec City, QC, Canada; hCHU de Québec, Centre
d’excellence sur le vieillissement, Quèbec City, QC, Canada
ABSTRACT
Many frail older adults have difficulty maintaining social participa-
tion. We developed an innovative, personalized intervention to
help frail older adults pursue meaningful leisure activities through
the use of compensatory strategies. This pre-experimental pilot
study conducted with 10 community-dwelling frail older adults
(≥80 years) showed that the intervention improved their knowl-
edge regarding the compensatory strategies learned and their
participation in meaningful leisure activities. However, results also
showed a decrease in feelings of well-being. This study provides
promising results to support the implementation of an innovative
intervention tailored to the needs of frail seniors and designed to
foster their participation. However, further research is needed to
improve our understanding of the impact of the intervention on
well-being and explain the results obtained.
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Introduction
In North America, the number of people aged 80 years and older will grow
significantly in the next decade (Statistics Canada, 2012; Vincent & Velkoff,
2010). Such an increase in this segment of the population will be accompanied
by a higher prevalence of frailty, which is estimated to be as much as 40% in the
oldest old (Song, Mitnitski, & Rockwood, 2010). Frailty is characterized by a
decrease in the physiological reserves available to the individual,making the person
more vulnerable and at increased risk of disability (Bergman et al., 2007). Signs of
physical frailty, such as a decrease in walking speed and grip strength, can greatly
limit the participation of frail seniors in meaningful activities, including leisure
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(Bonder & Dal Bello-Haas, 2008; Simone & Haas, 2013). Other characteristics
reported to be associatedwith frailty, such as low income (Béland et al., 1998) and a
poor social network (Lebel, Rodereda, Kergoat, Latour, & Ducharme, 1999), may
further restrict participation and lead the person to abandon these meaningful
activities. For example, restrictions in physical functioning may interfere with
mobility in the community (e.g., going to church or seniors’ community center),
while limited financial resources or a poor social network may restrict access to
transportation. Participation in leisure decreases with aging (Griffin & McKenna,
1999; Havens & Finlayson, 1999), and this abandonment has been reported to be
marked among the oldest and frailest (Simone & Haas, 2013). Restriction in
participation is a matter for concern since engagement in meaningful leisure
activities helps to improve seniors’ well-being (Agahi, Silverstein, & Parker, 2011;
Kleiber, McGuire, Aybar-Damali, & Norman, 2008; Raymond, Sévigny, &
Tourigny, 2012; Zawadzki, Smyth, & Costigan, 2015), in addition to making life
meaningful and satisfying (Berger, 2010; Griffin & McKenna, 1999; Minhat &
Mohd Amin, 2012). Fostering participation in meaningful leisure activities is thus
important to help older adults maintain an active lifestyle and encourage their
social integration (Québec Government, 2004; Simone & Haas, 2013).
A range of compensatory strategies is available to address barriers associated
with disability or environmental factors experienced by this population. These
compensatory strategies can be defined as a set of tools used to reduce the
impact of barriers that restrict participation in activities (e.g., use of community
services) (Robichaud & Lamarre, 2002; Weiss, Hoenig, & Fried, 2007). They can
be divided into three categories: (1) changing behavior (e.g., only drive when
there is no traffic), (2) changing the physical environment or using assistive
devices (e.g., magnifying glass to read the newspaper), and (3) using human help
or community services (such as paratransit) (Hoenig et al., 2006; Robichaud &
Lamarre, 2002; Weiss et al., 2007). However, it seems that many frail seniors do
not use these compensatory strategies, even if they would benefit from them
(Jopp & Smith, 2006; Rose, Gitlin, & Dennis, 2010). A lack of knowledge has
been suggested as an important personal factor that may explain less use of
compensatory strategies in this population (Gitlin, Hauck, Winter, Dennis, &
Schulz, 2006; Hutchinson & Nimrod, 2012; Skymne, Dahlin-Ivanoff, Claesson, &
Eklund, 2012). Thus, to foster their participation in leisure activities and well-
being, it is essential to inform frail older adults about compensatory strategies
that they feel are relevant and applicable in their daily lives and help them learn
these strategies. However, our recent comprehensive review showed that no
intervention was currently available to specifically address this need among
frail seniors (Provencher & Tanguay-Garneau, 2015).
Given the above, our research team undertook to implement an innovative,
personalized intervention to help frail seniors increase their knowledge and use
of compensatory strategies in meaningful leisure activities. This intervention is
congruent with theoretical foundations according to which increasing




























constraints on participation in leisure activities can lead seniors to focus on
activities that are meaningful to them (selection), to optimize the choice of
activities (optimization) and to compensate for difficulties (compensation)
(Baltes & Baltes, 1990; Leclerc, 2007). This last step, however, requires adopting
new ways of doing things, and this knowledge may be more difficult for frail
seniors to acquire if there is no support (Kleiber et al., 2008). The intervention
differs from others in that it specifically targets a frail population likely to
benefit from the use of compensatory strategies to help overcome their
increased vulnerability and disability (Contandriopoulos et al., 1999; Gitlin
et al., 2009; Lebel et al., 1999) while focusing on the individual needs expressed
by each participant about their participation in leisure activities. Thus, selecting
strategies and activities that people consider meaningful can increase their
motivation to change their behavior and seek out available services and
resources (Miller & Iris, 2002). The strategies targeted through this intervention
are ones that frail older adults do not know well but are motivated to use.
This study is based on the ecological model of aging proposed by Lawton (1982,
1983). In this model, psychological benefits are anticipated for older adults when a
balance is achieved between demands from the environment (constraints) and
resources available (skills). The proposed model thus leads to the assumption that
better knowledge and use of compensatory strategies (reducing environmental
constraints and increasing older adults’ skills) can have a significant impact on
reducing barriers that lead to leisure activities being abandoned, and thus on frail
seniors’ participation in these activities, which may result in improved well-being.
The anticipated effects of the intervention are that using compensatory strategies
tailored to the needs of frail seniors can reduce the main barriers to their engage-
ment in meaningful leisure activities. Ultimately, an increase in leisure activity
participation should improve the well-being of frail seniors.
This pilot study thus aimed to (1) verify the feasibility of implementing an
intervention tailored to frail individuals’ needs and (2) explore the impact of
this new intervention on frail seniors’ (a) knowledge regarding compensatory
strategies to help them resume meaningful leisure activities, (b) perceived
barriers leading them to abandon these activities, (c) re-involvement in
leisure activities, and (d) well-being.
Methods
Design
This study involved a pre-experimental design combined with an implementa-
tion study. For the pre-experimental study, each participant was assessed
1 week prior to the intervention (T1), and 1 month (T2) and 3 months (T3)
post-intervention (see Figure 1). The two post-intervention measures aimed to
verify whether or not the impact of the intervention was maintained over time.





























To be included in this study, participants had to (1) be 80 years of age or
older; (2) live in the community (apartment, house, or seniors’ residence); (3)
meet at least three of the frailty criteria (decreased walking speed, reduced
grip strength, low energy, low physical activity, and unintentional weight
loss) according to the cutoffs established by Fried et al. (2001); (4) report
giving up at least one significant leisure activity in the past year; and (5) be
French-speaking (since the intervention was developed in French). People
with the following conditions were excluded: (1) signs of possible cognitive
impairment (Mini-Mental State Examination <24) (Folstein, Anthony,
Parhad, Duffy, & Gruenberg, 1985) or (2) sensory and language loss that
might affect their participation in the tasks required as part of the study
(based on clinical judgment). A sample size of 10 participants was targeted
since this number is acceptable for pilot studies (Hertzog, 2008).
T1
•One week prior to intervention
•Verification of eligibility criteria (session 1)
•Signature of consent form (session 1)




•Identification of 3 significant leisure activities no longer performed (session 2)
•Identification of barriers associated with resumption of significant leisure activities via the Leisure 
Profile (session 2)
•Collection of the degree of knowledge and motivation regarding the each compensatory strategy 
using the Knowledge Scale and the Scale of assessment of compensatory strategies (session 2)
•Proposition of 3 motivating, applicable, and relevant compensatory strategies for each barrier 
(session 3)
•Training on how to use the compensatory strategies (session 4)
T3
•One month post intervention 
•Collection of data (session 5)
T4
•Three month post intervention
•Collection of data (session 6)
Figure 1. Study design.





























Recruitment was carried out in urban and semi-urban areas of Quebec City
(Canada). Participants were recruited from a previous study in which they
had consented to be recontacted.
Intervention
The intervention consisted of three personalized sessions (90 minute dura-
tion). First, each participant was asked by a research assistant to identify
three meaningful leisure activities that they no longer performed and three
barriers to the accomplishment of each meaningful leisure activity (see
Leisure Profile, data collection). For each barrier identified, three compen-
satory strategies were suggested to the participant. Only compensatory
strategies that the participant did not know well but was motivated to
use were selected (see Scales for Assessment of Compensatory Strategies,
data collection). The participant had to consider the proposed strategies to
be applicable and relevant. The intervention consisted of teaching the
participant how to implement these strategies in his/her daily life. Before
meeting, the research assistant contacted the participant by phone to
inform him/her about how the learning session would proceed. Then,
upon meeting, the research assistant went to the participant’s home and
helped him/her to implement the compensatory strategy in the context in
which the leisure activity was usually performed. For example, if signifi-
cant fatigue was identified as a barrier to shopping, renting a wheelchair or
rollator could be suggested as a useful compensatory strategy. If the
participant deemed the strategy to be relevant and applicable, he/she was
taught how to rent and use a mobility aid to make it possible to shop or
visit a museum, for example, with direct assistance. The anticipated effects
of the intervention were based on the assumption that a modest change in
how the activity was performed (e.g., using an assistive device) could have
a major and significant impact on the daily functioning of frail older
adults (Lally & Crome, 2007). To minimize experimenter bias, the research
assistant who administered the intervention (occupational therapy gradu-
ate student) was different from the one who assessed the impacts
(Contandriopoulos, Champagne, Potvin, Denis, & Boyle, 2005).
Measures and outcomes
A questionnaire on demographic, environmental, and health variables was
used to collect information on ethnicity, education, income (categorical
variable), comorbidities (Hudon, Fortin, & Vanasse, 2005), depressive symp-
toms (Bourque, Blanchard, & Vézina, 1990), vision and hearing loss (Puts,




























Lips, & Deeg, 2005), perceived social support (Audet, Lemieux, & Cardin,
2001), architectural barriers (number of interior and exterior stairs), and
living environment. This information was gathered in order to describe the
variables that may influence the use of compensatory strategies (Ganesh,
Fried, Taylor, Pieper, & Hoenig, 2011; Rose et al., 2010). A logbook was
used to collect data pertaining to feasibility issues: (1) unreachable, refusal,
exclusion, cancellation, and dropout rates, as well as occurrence of adverse
events (e.g., death of proxies, major health change); (2) duration of the
intervention session; and (3) difficulties encountered during administration
of the intervention.
The Leisure Profile (Profil du loisir) (Carbonneau & Ouellet, 2003) docu-
mented the degree of (1) accomplishment of meaningful leisure activities and
(2) perceived importance of the barriers associated with each activity. The
frequency of activities performed and the importance of the barriers are
reported on a 4-level Likert scale ranging from 0 to 3 (where a higher
score indicates more frequent performance of the activity and greater impor-
tance of the barriers). This measure has good test–retest reliability and
sensitivity to change for the variables measured.
A list of compensatory strategies, based on the work of Robichaud and
Lamarre (2002) and of Rose et al. (2010), helped to target appropriate strategies
tailored to each participant’s needs (see Appendix 1 for examples of compensa-
tory strategies). Two rating scales were used to assess their level of knowledge
and motivation concerning the proposed strategies. For the knowledge scale, to
the question: “Do you know this strategy?,” response choices were (1) I have
never heard of this strategy (0 points), (2) I have heard of it (1 point), (3) I know
it because I have used it (2 points), or (4) I know it and can explain or show how
to use it (3 points). The score (out of 3 points) was computed for each question.
The validity (face and content) and reliability (test–retest) of the questionnaire
had been verified with professional “experts” (n = 3) and a sample of older adults
(n = 10) before starting this study. Three experts (two clinical occupational
therapists with more than 20 years of experience working with seniors and a
linguist with a masters in psychoeducation) assessed content validity by inde-
pendently scoring the level of relevance on a Likert scale (1—irrelevant, 2—
needs major revision, 3—needs minor revision, 4—relevant) and clarity (1—lack
of clarity, 2—needs major revision, 3—needs minor revision, 4—statements
clear). Changes were made to incorporate their feedback. Two rounds of revi-
sions were needed to arrive at scores deemed to be valid (a rating of 3 or 4 on
each scale) by the three experts. To establish interrater reliability, the degree of
agreement between the opinions of three experts (two occupational therapists
[OTs]) was tested. Interrater reliability (kappa adjusted for a quadratic weight-
ing) was excellent for the knowledge scale (kappa = 0.90; 95% confidence
interval [CI] = 0.89–0.93) and motivation scale (kappa = 0.97; 95% CI = 0.95–
0.99) for the compensatory strategies assessed (n = 215). Face validity was




























assessed based on the participants’ comprehension and perceived relevance of
the statements as well as perceived level of fatigue. A total of 93% of the
components (n = 30) received an “Excellent” (A) score.
The General Well-Being Scale (Échelle de bien-être général) (Dupuy, 1978)
measures the participant’s level of well-being pre- and post-intervention,
with higher scores indicating greater well-being (score of 0–60 = severe
distress, 61–72 = moderate distress, 73–100 = positive well-being). The
French version of the scale (Bravo, Gauvin, & Dubois, 1996) demonstrated
good validity and reliability for older adults.
Data collection
The study included six data collection sessions (see Figure 1). All sessions took
place over a 4-month period. To minimize missing data, questionnaires were
administered orally, with visual support featuring oversized characters. Each
session lasted approximately 90 minutes and was held at a time chosen by the
participant. To minimize bias related to fatigue, breaks in the session were taken
when needed. Sessions were held in the participants’ homes, to give them a sense
of comfort and familiarity. Unreachable, refusal, exclusion, cancellation, and
dropout rates as well as occurrence of adverse events (e.g., death of proxies,
major health change) were collected throughout the study. Difficulties encoun-
tered while administering the interventionwere recorded in the logbook after each
session. The dependent variables (knowledge concerning strategies, activities, bar-
riers, well-being) were measured (1) 1 week prior to the intervention, (2) 1 month
post-intervention, and (3) 3 months post-intervention using the same question-
naires each time (Leisure Profile, Scales Measuring Knowledge and Motivation
Concerning Compensatory Strategies, General Well-Being Scale). The evaluations
were conducted by a research assistant (occupational therapy graduate student)
familiar with the administration of assessment tools and data collection. The
research assistant’s work was supervised by the principal investigator. The ethics
committee of the Centre hospitalier universitaire de Québec approved the study.
Data analyses
Descriptive analyses were conducted to describe the sample and report feasibility
data (unreachable, refusal, exclusion, cancellation, and dropout percentage; dura-
tion of intervention session, difficulties encountered during the intervention). The
scores for each of the following variables were compared to explore the impact of
the intervention on the (1) degree of knowledge concerning the use of compensa-
tory strategies to resume meaningful activities, (2) importance of the barriers
associated with each activity, (3) degree of accomplishment of meaningful leisure
activities, and (4) well-being. Comparison of the scores before and after the
intervention indicated if there was an improvement for each of the outcome




























variables. In view of the type of variables to be analyzed (ordinal), Friedman’s test
was first used to assess differences between scores (1 week pre-, 1 and 3 months
post-intervention) for each variable. When significant differences were detected,
the Wilcoxon signed-rank test was used to detect statistically significant changes
(pre- vs. post-intervention comparison). The Wilcoxon signed-rank test was also
used to assess the stability of the measures collected after the intervention (1 vs.
3 months). Statistical analyses were performed using SPSS.
Results
As shown in the flowchart (see Figure 2), eight of the 22 eligible participants












Refused to participate because of the 
length of the study 
n = 8
Unreachable (changed phone number)
n = 3




Completed post-1 month measures
Figure 2. Flowchart of participants’ enrollment.




























to participate in the study at baseline while three others were excluded
because they did not meet the inclusion frailty criteria. Ten frail older adults
completed the intervention and assessment at 1 month post-intervention but
one participant dropped out and another died before the 3-month follow-up
assessment. Between the baseline and follow-up measures, two participants
reported the death of a family member or friend while two others reported
health problems requiring medical attention.
Characteristics of the participants (n = 10) are presented in Table 1. All
participants included in the study at baseline were women; most were over
85 years of age, had completed high school, lived alone, and suffered from
arthritis. About one-third of the sample reported a low income. Regarding
participants’ perception of social support, half of them took part in social
activities only once a month and most (n = 7) spent their free time alone.
Notably, one-third was not satisfied with their social life and reported having
no one to talk to.
The average intervention session lasted 73 minutes. Although the strate-
gies suggested were relevant and appropriate to each participant (see
Table 2), difficulties encountered during the intervention mainly related to
the emergence of new obstacles linked to a first application of the strategies
(e.g., unsuspected environmental barriers when using a rollator for the first
time). A majority of participants (eight out of 10) still used the strategies they
learned 1 month post-intervention while five out of eight participants
reported not using them any more at 3 months post-intervention.
Following the intervention, participants reported an improvement in knowl-
edge of compensatory strategies as well as increased participation in leisure
activities and a reduction in perceived barriers (see Table 3). However, when
compared to baseline, only the change in the knowledge score at 3 months
post-intervention was statistically significant (p = 0.03). Surprisingly, a sig-
nificant decrease in well-being (p = 0.01) was observed 3 months post-
intervention.
Discussion
The first objective of the study was to verify the feasibility of conducting an
innovative intervention tailored to the individual needs of frail older adults.
The results from this pilot study indicate that the intervention was feasible to
administer. However, descriptive reports suggested that it might be helpful to
add another intervention session to provide additional time to learn more
complex strategies and find ways to overcome new barriers encountered. A
“booster session” could also be included to monitor potential safety issues
that arose after the use of the intervention. Challenges remain regarding how
to find a way to preserve the applicability of the intervention (not too many
sessions) while maintaining its effects. Establishing strong partnerships with




























community-based stakeholders promoting leisure activities and delivering
health-promoting services to frail older adults would help to strike a balance
between the feasibility and effectiveness of such interventions.
The second aim of the study was to explore the impact of this intervention
on frail seniors’ (a) knowledge regarding compensatory strategies to help
Table 1. Participants’ sociodemographic and health characteristics (n = 10).
Characteristic n































Geriatric Depression Scale (µ ± σ) 8.5 ± 4.7
Vision loss—with glasses 2
Hearing loss 5
Current comorbidities
Severe neck or back pain
Arthritis














Perception of social supporta
Taking part in social activities

























aOnly some items are reported.




























them resume meaningful leisure activities that they no longer perform, (b)
barriers leading them to abandon these activities, (c) re-involvement in
leisure activities, and (d) well-being. The positive impact of the intervention
on improved knowledge is in line with a recent study by Levasseur et al.
(2015) showing an increase in older adults’ knowledge about compensatory
Table 2. Selected leisure activities, barriers reported, and strategies suggested.
Selected activities Barriers reported Strategies suggested
Paint Difficulty manipulating small
objects
Changing the physical environment/
Using materials/assistive devices
Magnifier for paint brushes
Take a walk Strength limited. Get tired or run
out of steam quickly





Use energy conservation techniques
Do not have enough energy or
interest to get moving and to make
the necessary efforts
Using human help/Community services
Join the residence’s walking groups
Observe nature Difficulty getting moving to
perform the activities
Using human help/Community services
Performing the activity with a family
member
Play Scrabble Do not have partners. Has no one
to participate in activities
Using human help/Community services
Participate in a Scrabble game at the
social club
Use a computer Problems with concentration or
memory
Changing the physical environment/
Using materials/assistive devices
Use of cards containing the steps to
follow




Taking breaks while reading
Do crosswords Difficulty manipulating small
objects
Changing the physical environment/
Using materials/assistive devices
Magnifiers for pencils
Table 3. Comparison of pre- and post-intervention scores for outcome measures (n = 8).
Time 1 Time 2 Time 3
M SD M SD M SD p-Valuea
Knowledgeb (/3) 1.13 1.13 1.88 0.99 2.25 0.46 0.04*
Activities (/3) 0.13 0.35 0.38 0.52 0.88 1.13 0.08
Barriers (/3) 2.38 0.74 1.75 1.28 2.13 0.99 0.63
Well-beingc (/100) 81.40 15.33 70.10 16.29 66.50 19.41 <0.01*
M: Mean; SD: standard deviation.
aFriedman test.
bHigher scores indicate higher knowledge level.
cLower scores indicate lower well-being on the Scale of general well-being.
*Significant difference (p < 0.05) between the pre-intervention and 3 months post-intervention scores
(according to Wilcoxon signed-rank test).




























strategies (e.g., avoid busy highways) for safe and responsible driving follow-
ing an educational intervention, although the improvement reported in that
study was modest. While our results should be interpreted with caution due
the exploratory nature of our data, findings from this pilot study generally
support the learning of specific compensatory strategies as a modifiable
factor that may be targeted in health promotion interventions to foster
leisure activities. However, based on descriptive reports, less than half the
participants were still using the strategies learned 3 months later. The
perceived complexity of the strategies learned (e.g., how to maneuver and
overcome obstacles when using a walker in their home environment) may
partly explain this result. This interpretation is consistent with results from a
qualitative study by Häggblom-Kronlöf, Hultberg, Ericksson, and Sonn
(2007) with 10 oldest old adults, which found that strategies that required
learning a new way to perform a task were used less by the participants
because they thought they were too cognitively demanding. Increased knowl-
edge may also mean experiencing unpleasant feelings or other adverse out-
comes when using the strategy (such as increased fatigue or anxiety,
stigmatization, dependence on others), which may explain why frail older
adults let the strategy drop after the intervention (Häggblom-Kronlöf et al.,
2007; Resnick, Allen, Isenstadt, Wasserman, & Lezzoni, 2009). Frail older
adults may unconsciously engage in a cost–benefit analysis (analyzing pros
and cons) to decide if they are going to use the strategies they learned or not.
This hypothesis is in line with Prochaska’s transtheoretical model about
behavioral change. Based on this model (Prochaska & Velicer, 1997), indivi-
duals go through the following five stages: precontemplation (unaware of
needing to change), contemplation (aware that behaviors need to change),
preparation (deciding to change), action (actively engaged in changing beha-
vior), and maintenance (continue to engage in new behaviors). According to
this model, the “maintenance” stage is often followed by a “relapse” stage
(return to previous behavior), suggesting the importance of adding a “booster
session” to the design to support use of the strategies over the long term.
Further analysis of the barriers encountered while using the recommended
compensatory strategies will help identify ways to improve the effectiveness
of such an intervention when applied to the very old.
According to the ecological model of aging proposed by Lawton (1982, 1983),
we initially hypothesized that better knowledge and use of compensatory stra-
tegies would have a significant impact on reducing barriers to frail seniors’
participation in meaningful leisure activities and on resuming these leisure
activities, which may ultimately result in improved well-being. This assumption
was partly supported by our results. Although an increase in participation in
meaningful leisure activities was noted, the impact of the intervention on
lessening barriers was modest. More surprisingly, a significant decrease in
well-being scores between pre- and post-measures was found following the




























intervention. These results contrast with the results of a cross-sectional study by
Janke, Son, and Payne (2009) showing that older adults with arthritis who used
more compensatory strategies to perform leisure activities reported overall
higher levels of well-being. Two theoretical perspectives (hedonic and eudaimo-
nic) may help understand the unexpected decrease in well-being scores (Delle
Fave, Massimini, & Bassi, 2011). Based on the hedonic view, happiness comes
from pleasure, comfort, and enjoyment. In contrast, according to the eudaimo-
nic view, happiness is created by the human ability to pursue goals that are
meaningful to the individual. If hedonism contributes to happiness, achieving
eudaimonia through optimal experience is crucial for well-being (Delle Fave
et al., 2011). We can thus hypothesize that many of our participants embraced
the eudaimonic view, expecting to reach past levels of performance when
engaging in their meaningful leisure activities. However, they might have
found themselves unable to “perform” as well as before or were not satisfied
with their actual performance, as they were confronted with their increased
disability. Targeting a different activity based on leisure interests instead of
finding new ways to perform previous leisure activities (e.g., painting with a
grip brush) may avoid comparison with such standards (Montgomery, Booth, &
Hutchinson, 2009). Further research including qualitative interviews could help
to verify this hypothesis and provide new insight into the reasons for a decrease
in well-being in our sample.
Although these results suggest potential positive effects of the intervention
we developed, the study has some limitations. First, despite inherent diffi-
culties pertaining to the recruitment and retention of frail older adults
(Provencher, Mortenson, Tanguay-Garneau, Bélanger, & Dagenais, 2014)
and an acceptable size for a pilot study, the use of a small convenience
sample reduced the external validity of our results. Even if the benefits of
the intervention cannot thus be inferred at this stage to the oldest old frail
population, our preliminary results are promising enough to warrant further
research using a larger sample with more focus on how the intervention can
lead to behavior changes and improved well-being. Second, factors external
to the intervention may have affected the internal validity of the results. On
the one hand, the occurrence of adverse events such as the death of proxies
and health problems that required medical attention was reported by half the
sample, which could explain the lack of improvement in well-being scores
after the intervention. On the other hand, the potential influence of social
desirability on knowledge measures and resuming activities could not be
excluded. Future research should add a control group to confirm the impact
of the intervention. Third, some of the selected strategies were rated at
baseline as already known but never used, which could mean that the impact
of the intervention on knowledge may be underestimated. These strategies
were targeted for intervention because participants said they were not con-
fident using them, even though they had heard about them in the past. Based




























on Bandura’s (1982) theory of self-efficacy, successful performance is rooted
in beliefs concerning competency and efficacy. Measures of self-efficacy
should thus be included in a future study of the intervention to provide
further insights into the impact of the intervention.
Conclusion
This pilot study generated preliminary data to support the implementation of
an innovative leisure intervention, which was found to be applicable and suited
to the needs of this vulnerable aged population. Even though the intervention
yielded promising results about increased knowledge regarding the compensa-
tory strategies learned, a larger scale study with a strong design is needed to
improve the internal and external validity of the findings. This intervention
should help health professionals to foster frail older adults’ participation in
leisure activities. However, further research is needed to verify the participants’
use of the compensatory strategies learned over several months to improve our
understanding of the impact of the intervention on well-being and explain the
results obtained. Partnerships with community stakeholders need to be estab-
lished to implement this promising intervention on a larger scale.
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Appendix 1
List of compensatory strategies (examples)
Changing behavior or adapting the activity
Changing the time the activity is performed
Using reading techniques
Changing posture while performing the activity
Changing the physical environment or use of materials from the physical environment
Borrowing/buying wheelchair or triportor
Keyboard keyguard
Playing cards holder
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